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F 000 | INITIAL COMMENTS F 000

A Minimum Data Set Focus Survey was
completed on 4/18-19/16 at Golden Living Center
- Mountain View. A deficlency was cited under 42
CFR Part 483, Requirements for Long Term Care
Facilities.

F 278 | 483.20(g) - (i) ASSESSMENT

88=D | ACCURACY/COORDINATION/CERTIFIED

F 278

The assessment must accurately reflect the
resident's status,

A registered nurse must conduct or caordinate
each assessment with the appropriate
particlpation of health profassionals. .

Aregistered nurse must sign and certify that the
assessment is completed.

Each indlvidual who campletes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medlcald, an individual who
willfully and knowingly certifies a matsrial and
false statement In a resident assessment is
subject to a civil money penaity of not more than
$1,000 for each assessmant; or an individual who
wilifully and knowingly causes ancther individual
lo certify a material and false statement in a
resident assessment Is subject to a civil money
penalty of not mora than $5,000 for each
assessment.

Clinical disagreement does not constifute a
materlal and false statemant.

This plan of correction constitutes a
writtan allegation of substantial
compliance with federal Madicare
and Medicald regulrements.
Submission of this plan of
corraction does not constitute an
agreement that the deficiencles
actually exist, nor Is it an admission
that they exist. This submission is
a goad faith expression of the
facility’s desire to fully comply with
Medicare and Medicaid
requiremants,

Resident #2°s MDS agsessment
dated January 29, 2016 wag
updated to includa indweliing
catheter and transmitted on April
19, 2016.

Resldenis reslding in the facllity
thaf have an Indwelting catheter
have the potential to be affected
thus, an audit was eonducted by the
Reglstered Nurse Assessmant
Coardinator (RNAC) with
corrections If applicable.

Assessments completed In the past
thirty (30) days for resldent's who
have an Indwelling catheter will be
audited to ensure the assessment
Is coded comectly by May 3, 2016.
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other safeguards provide sufficlent protection to the patiants, (See Instruglions.) Except for nu
following the dats of survey whether or not a plan of cormection Is provided. For nursing hom
days following the data these documants asa made avallabla to the faciilty. If deficlenclas a

pragram participatien.

may be excused from comracting providing it s determined that
rsing homas, the findings stated above ara disclosable 80 days
es, tha above findings and plans of correclion are disclosakle 14
re clted, an appraved plan of comection [s requlsite to continued
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The RNAC was re-aducated on the
Ihfs REQUIREMENT Is not met as evidenced Goldaen Living pollcy regarding
y. assessment cading by the Diractor
Based on medical record review and interview, of Nursing Services (DNS) on April
the facllity fafled to accurately complete Minimum 20, 2018,
Data Set (MDS) assessment for 1 resident (#3) of ,
10 residents reviewed. The RNAC or deslgnee will
canduct an audit of resident
. assessments for resldents with an
The findings Included: indwelling catheter weekly x 4
Medical recard review revasled Resident #3 was o ihor, monthly x 2 months on
admitted to the facility on 1/22/16 with diagnoses assessments are coded carrectly,
including Dysphagia, Pressure Ulcer Sacral Results of these audits will he
Region Stage 2, Pressure Ulcer of Right Buttock presented to the monthly QAPI
Stage 2, Pressure Ulcer Left Buttock Stage 2, meeting for three (3) months by the SMHE
Pressure Ulcer Laft Hesl Unstageable, Cognitive Birecter of Nursing Service or
Communication Deficlt, Adult Failure to Thrive, designea for further review and
Arteriosclerotic Heart Disease, Hypertension, recommendations,
Kidney Transplant Status, Acquired Absenca of )
Kidney, and Chronic Kidney Disease. Dale of Compliance: May 4, 2018
Medical record review of the Nursing Progress
Note dated 1/23/18 revealed the resident
readmitted back to the facllity from the haspital on
1/22/18 with an indwelling catheter in place.
Further raview revealed on 1/25/16 ths cathster
was removed and the facility "wlll monitor.”
Medical record review of an admission MDS
assessment dated 1/29/18 revealed an indwelling
catheter was not coded during the 7 day look
back period.
Interview with the MDS Coordinator and the
Dirsctor of Nursing (DON) on 4/19/18 at 8:50 AM,
in the DON's office confirmed the Indwelling
catheter was not coded on the admisslon MDS
assessment dated 1/29/16 and the assessment
was inaccurate.
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